Background Cervical cancer is the most common cancer among females in Swaziland, yet the screening rate remains low. The study intended to explore the knowledge, attitudes and practice on cervical cancer and screening.
Background
With the rise of non-communicable diseases in developing countries, cervical cancer has notably been increasing and accounts for 22.2% of all cancers among women and becomes the most common cause of cancer mortality among women in developing countries.
1,2 Furthermore Tsu et al. 3 observed that breast and cervical cancer deaths in most Asia, Latin America and some African countries now outnumber pregnancy related deaths in taking women's lives prematurely.
Swaziland ranks the seventh country with the highest incidence of cervical cancer globally with an age standardized rate of 53.1 per 1 000 00. 4 Cervical cancer is the most common cancer and the leading cause of cancer mortality among women aged 15 and 44 years in Swaziland. 5 With such a high cervical cancer incidence, the country unfortunately falls into the category of countries without a well-established cervical cancer screening program. 6 Screening services provided in Swaziland include visual inspection with acetic acid and Pap smear which is offered in all hospitals, health centers, public health units and some clinics. The cost of screening varies from being free in public health units and in some donor-funded projects to high cost in private clinics (personal communication). Cervical cancer screening rates among women aged 18-69 years in Swaziland are extremely low, 1.9% in rural areas and 2.0% in urban areas, respectively. 5 Okonda et al. 6 reported that 34% of the cervical smears are taken for diagnostic purposes rather than for screening in Swaziland. The level of knowledge and attitude on cervical cancer in Swaziland remains unknown, yet previous studies have found that knowledge and good attitude were positively associated with screening rates. [7] [8] [9] Dumsile Ngwenya, Master degree student at the International Health Program
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In a developing and patriarchal community like Swaziland, where women still have to seek the permission and approval from their partner to visit the health facility, it is imperative to involve men in all projects on health seeking behaviors. 10 Concurring to this conviction, studies have revealed that lack of spousal support can encumber women's access to cervical cancer screenings. [11] [12] [13] Thus, standing as the first study to estimate knowledge, attitude and practice (KAP) in Swaziland, it was fit to involve men and women from both rural and urban areas from the general population in our study to yield data useful for health policy and national health promotion programs. The study objectives were to assess the level of knowledge and attitude on cervical cancer and screening among men and women, to determine the practices of women regarding cervical cancer screening and to determine the perceived barriers to cervical cancer screening in Swaziland.
Methodology Study design and population
A community-based cross-sectional survey was conducted from 27 July to 31 August 2015 among men and women aged 30-65 years.
14 The participants were residence of two of the four administrative regions of Swaziland namely the Manzini and Shiselweni regions, and in each region a rural site and urban site was selected. These two regions together harbor more than half of the population of Swaziland. The Manzini region is economically more active and harbors people from different parts of the country who stay there mainly for employment reasons. The Shiselweni region is more traditional and a still developing region. The urban sites which are Matsapha and Mathendele in Nhlangano were selected as they are the most populous residence site in Manzini and Shiselweni region, respectively; the rural sites (Hluthi and Bulunga) were selected in each region mostly for feasibility reasons, particularly the cooperation of local health centers. Women and men with acute or critical illness and those previously treated or on treatment for cervical cancer were excluded. The total sample size was 415 participants.
Data collection and material
Data were collected through face-to-face interviews using a structured questionnaire by one researcher (N.D.) and two other trained Swazi interviewers who are registered nurses. The questionnaire was developed with reference to previous studies in English and then translated to SiSwati, the only native language in Swaziland. [15] [16] [17] Separate but similar questionnaires were used for men and women. The questionnaire was pretested among 30 men and women around KaLiba community. Minor modifications were made to the questionnaire following the pretest, to make it more understandable.
To enter the rural communities, we selected primary health centers (clinics) and used their catchment areas as our study site. We further selected bus stations that were closer, halfway and further from the clinic. At each bus station, we identified the main road and started with houses near the station, and then visited every other house in the direction away from the main road to increase the heterogeneity of our samples. We interviewed houses on both sides of the main road. The participants in each household were the head of the family, his partner or an adult member of the family who met our inclusion criteria. In the event, the man had two wives we interviewed the senior wife. In each homestead, we interviewed at most one man and one woman who were not necessarily couples. In homesteads where we were able to interview couples, we interviewed the man and the woman separately. For the urban sites, a similar strategy was adopted. We started from apartments randomly chosen from compounds closer to the supermarkets and then approached those farther away from the supermarkets. Interviews in urban sites were done on Saturdays when they were more available, and in rural sites during the week. Each interview lasted between 20 and 25 min.
In our study, we adopted the following definitions in the analyses:
Knowledge: participants who could name correctly at least one symptom or sign of cervical cancer were considered to have good knowledge and participants who knew none of the signs of cervical cancer were considered to have poor knowledge. 18 For misconception on risk factors; 5-point Likert scale statements were used. [18] [19] [20] [21] The following five statements were presented: cervical cancer is a disease caused by witchcraft; cervical cancer is caused by having back street abortion; only women with multiples partners get cervical cancer; cervical cancer is a disease for rich people only; and using family planning methods causes cervical cancer. The scale reliability coefficient was 0.744. The participants were then divided by the mean score into two groups, those with more and less misconception.
Attitude: participants who agreed that 'all women should be screened for cervical cancer' were considered to have positive attitude.
22
Practice: women's practice was categorized according to one question: whether she had received cervical cancer screening in the past.
Data analysis
Data were keyed-in using Epi INFO and analyzed using SPSS version 22. We performed descriptive analysis and Pearson's Chi-square to test differences in different groups. Multivariate logistic regression was used to examine factors associated with KAP on cervical cancer and screening. For the unadjusted model, bivariate analysis was carried out to determine the relationship between each of the different exploratory variables and the outcome variable. For the adjusted model, all variables in the unadjusted model were added into the multivariate logistic regression model and enter logistic regression was performed. Odds ratios and P-values were used as measures of association with a P-value of <0.05 considered for a statistically significant relationship at the 95% confidence level.
Ethical considerations
Authorization to carry out the research was sought from the Swaziland Scientific and Ethics Committee. A written consent was obtained from all participants.
Results

Participants
The participants comprised of 202 men and 213 women. Response rate was 97.4%. The majority (77.8%) of the participants were from rural areas and 20.0% were formally employed. The demographic characteristics of the participants are listed in Table 1 . More than 90% of the participants were Christians from three umbrella religious bodies; the League of Churches, the Council of Swaziland Churches, and the Swaziland Conference of Churches; in the analyses, the first two were combined as they demonstrated similar characteristics with regard to other demographic variables as well as knowledge and attitude towards cervical cancer and screening. We included the use of electricity in the household as an additional indicator of the socioeconomic status.
Knowledge and attitude
Only 46 (22.8%) of men and 114 (53.5%) of women had knowledge about the symptoms and signs of cervical cancer (Table 2 ). Many participants had misconceptions about the causes of cervical cancer; 288 (69.4%) agreed that cervical cancer is caused by having back street abortions, 199 (48%) agreed that only women with multiple partners get cervical cancer, and 145 (35.0%) agreed that using family planning methods causes cervical cancer.
Pertaining to decision making in families, of the 172 men with partners in our study, about half (52.3%) of them made final decisions on the type of health care their partners received. Correspondingly, of the 170 women with partner, 68 (40.0%) of them reported that their partners decided the type of care they received. Similar proportions of men of men (62.8%) and women (58.2%) agreed with the statement that women had to seek permission from the male partner to visit a health care center.
The multivariate logistic regression analyses on knowledge and attitude were run first with all participants and then excluding participants who had not heard about cervical cancer. Both analyses showed similar results with minor differences in risk estimates thus we reported the analyses with all participants. Women were more likely to be knowledgeable than men (AOR = 5.99, 95% CI: 3.49 to −10.30) ( Table 3 ). Participants aged between 50 and 65 years and those from the League/council of Churches were significantly less likely to be knowledgeable on cervical cancer (Table 3) . Formal employment and economic status (indicated by electricity) were associated with better knowledge.
We also analyzed factors associated with men's tendency to allow their partners to receive cervical cancer screening. Among men with partners, 140 (81.4%) of them reported that they would allow their partners to be screened for cervical cancer (Table 2) . On multivariate analysis three factors remained significant. Men who preferred no particular gender preference of health care workers (AOR = 3.99, 95% CI: 1.39-11.50), those who had heard of cervical cancer (AOR = 4.51, 95% CI: 1.10-18.51) and those with less misconception (AOR = 11.18, 95% CI: 1.40-89.50) were more likely to allow their partners to screen for cervical cancer (Table 4 ).
Women's practice
Only 11 (5.2%) of the women reported that they had undergone a pap test in the past (Table 2) . On multivariate analysis, women who knew a cervical cancer victim (AOR = 9.31, 95% CI: 2.28-37.96), previously received advice from a health care worker to screen (AOR = 9.76, 95% CI: 1.91-49.82) and women with less misconceptions (AOR = 10.43, 95% CI: 1.26-85.96) were more likely to have been screened for cervical cancer. In response to questions on perceived barriers to screening, the top two responses for men were the absence of symptoms (40.6%) in their partners and health care workers being busy (37.1%). Among women, the top responses were fear of pain (37.6%), lack of money (37.1%) and health care workers being busy (34.7%).
Discussion
Main findings of this study Our study revealed that 53.5% of the women and 22.8% of men were able to answer at least one sign of cervical cancer.
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This points out that almost half of the population in Swaziland still lacks an idea of cervical cancer. This may serve as a call for concern in a country like Swaziland with a very low cervical cancer screening rate as studies have pointed out that having knowledge on cervical cancer increases screening rates. 7, 8, 23 This implies that there is a great need for intensified health education on cervical cancer to the Swazi nation.
Having misconceptions turned out to be an important variable in attitudes toward screening. The term misconception and the questions in our study have previously been used by other studies referring to belief that women held true yet were not entirely true about cervical cancer. 18, 20, 21 The more frequent misconceptions in our study were that cervical cancer was caused by having back street abortions, only women with multiple partners could get cervical cancer and that cervical cancer was caused by family planning methods. Similar findings were reported in Kenya where 72.3% of the men believed that family planning causes cervical cancer and 90% believed that only HIV positive women were at risk of getting cervical cancer. 19 This may mean cervical cancer is still seen to be associated with inappropriate sexual behaviors among women, and women may not be comfortable to get screened as they may not want to be associated with these behaviors. 21 This finding points out that like in other countries in the region; there is still a lot of inaccurate information about cervical cancer among both men and women in Swaziland. This also emphasizes the need for planning mass awareness campaigns to help correct misconceptions in order to increase screening rates in Swaziland.
Women were almost six times more likely to be knowledgeable than men. Although men are less knowledgeable on cervical cancer, they are still responsible for granting permission and making health related decisions for their partners. This finding shows that men are making decision ill-informed on cervical cancer and they may be bound to make unfavorable decisions. Although in this survey most (81.4%) men replied that they would permit their partners to be screened, social desirability bias could not be ruled out. This finding is lower than one reported in Kenya, where 100% of the men reported they would allow their partners to be screened. 19 Our findings anchor the recommendations by the Planning and Implementing Cervical Cancer Prevention and Control Programs (2004) and World health Organization (2007) of involving men in the prevention of cervical cancer in middle and low-income countries. 15, 25 Furthermore, this significant difference in knowledge between men and women in Swaziland suggest there is a need to pay special attention so that information gets equally to both men and women.
What is already known on this topic
The screening rate among women in our study was very low, as only 5.2% of the women reported that they had undergone a pap test in the past. Similar rates were found in other studies in the region. 7, 22, 23, 26, 27 Although cervical cancer screening is available in public health units, and hospitals in Swaziland, however, it is still not available a number of clinics. The low screening rates in Swaziland are a call for concern and point out to the great need to scale up cervical cancer screening services to all health facilities in the country. More than 30% of the participants perceived fear of pain, lack of money, absence of cervical cancer symptoms and busy health care workers as barriers to cervical cancer screening. These barriers have been reported in other previous studies. 24, 26, 27 These results are of the view that Swazis judge health workers as too busy to have time for clients. This concern may root from the challenges brought by the double burden of non-communicable and communicable diseases, especially dealing with the high prevalence of HIV and factors related to it in the health facilities. These barriers could be addressed by ensuring that clients understand the importance of the screening and providers continue to promote screening services. The government has the responsibility to ensure that cervical cancer screening services are accessible and there are adequate health care providers to offer services in all facilities.
What this study adds
To our knowledge, our study is the first to quantitatively explore KAP about cervical cancer and screening among men and women from the general population in Sub Saharan Africa and the first in Swaziland. Our study revealed the level of knowledge among the population in Swaziland and the misconceptions that the people have on the disease. Furthermore, the current study estimated the magnitude of men involvement in cervical cancer screening and exposed that men make decisions yet they are not knowledgeable on the disease. Lastly the study revealed the factors associated with men allowing their partners to be screened. This information is important in public health especially in developing countries where women are more dependent on their partners. Thus, revealing these factors can help in planning future health promotion programs to promote cervical cancer screening in the region.
Limitations of this study
The study has some limitations which should be acknowledged, which include that some of the responses were based on hypothetical experiences. Another drawback is the possibility of social desirability bias. Although we believe that the homesteads were visited are a reasonable representation of the homesteads in the sites we selected as we tried to go in different directions in each site covering a representative section of each site. Nevertheless sampling bias may still affect the external validity of our study due to the use of convenience sampling to select the rural sites and as we did not follow up those who were not at home when we visited them. Lastly, the survey is based on self-reported information that was not validated, however, the instrument was pilot tested. In spite of these limitations, we tried to increase the heterogeneity of participants by selecting them from two of the four regions and from both urban and rural areas and the strategy used in household selection. Moreover, the proportions of the participants in terms of urban/rural distribution and formal/informal employment were of ratios similar to the national data, so that a certain degree of generalization to the country population may be reasonable.
We can conclude that there is a great need for comprehensive education to eliminate of misconceptions on cervical thus improve screening. Involving men in the campaigns is paramount if we are to improve the screening rates in the country. Equally important is eliminating barriers to screening services.
